ANTERIOR
Medical treatment Ten patients were treated with oral acyclovir (400-800 mg five times daily), for presumed herpes simplex virus (HSV) infection, although only five patients had a previous history of HSV infection, and in only two of the 13 cases was HSV detected by ELISA in swabs taken from the ulcer. After treatment with oral acyclovir repeat swabs for HSV were negative in both of these patients. Eight patients were treated symptomatically for diarrhoea which was subsequently shown to be due to opportunistic infection in four cases (giardiasis in two cases, cryptosporidium in 2 cases) and was then treated appropriately10. Six patients were treated with a variety of broad spectrum antibiotics whilst they had anal ulceration although, in most cases, the indication for this treatment was another manifestation of HIV infection. Although their colitis was quiescent at the time, three patients who had had colitis previously due to cytomegalovirus (CMV) infection (shown by histological examination of rectal biopsies) were treated with foscarnet after their anal ulceration failed to respond to acyclovir. All patients were told to abstain from anal sex.
Six patients had syphilis serology compatible with previous infection, but none had evidence of active infection or spirochaetes seen on dark ground microscopy. Between 1980 and 1989, 13 HIV-positive male homosexuals with unremitting pain from ulceration of the anal margin were referred to the Department of Surgery. Ten of the 13 patients had acquired immunodeficiency syndrome (AIDS)9 and three were symptomatic of HIV-infeetion (CDC group IlIa 9).
Patients and methods

Introduction
Ulceration of the anal and peri-anal region is well recognized in homosexual men and is usually the result of either trauma (chemical or physical)', infection (herpes simplex virus, syphilis, lymphogranuloma venereum, chancroidr':" or squamous cell carcinoma (SCC)6. With the exception of SCC7 the treatment of these conditions is primarily medical. However the spread of the human immunodeficiency virus (HIV) has created problems with management as diseases previously responsive to traditional treatment modalities have become resistant to therapy and require new approaches. We have observed that painful ulceration of the anal margin occurring in homosexual men infected with HIV cannot always be attributed to the above conditions alone and does not respond to the usual antimicrobial treatments.
In order to establish management guidelines for the treatment of persistent anal ulceration in the 20 000 homosexuals in the UK who may be infected with HIV8 we report the outcome of surgical treatment following failed medical treatment in 13 patients.
Summary
A study of the outcome of surgical treatment of ulceration of the anal margin occurring in male homosexuals with HIV infection was undertaken. Ten patients with acquired immunodeficiency syndrome and three patients with symptomatic HIV infection were referred to the Department of Surgery with painful anal ulceration which had not responded to medical treatment. The medical treatments given prior to surgical referral included high dose oral acyclovir, intravenous foscarnet and broad spectrum antibiotics. Excision biopsy was performed in 12 patients and in 11 cases was followed by healing of the ulcers within 10 weeks. One patient died 2 weeks postoperatively from Pneumocystis carinii pneumonia without healing. The response to excision biopsy was unexpected but suggests that surgical excision may be beneficial for lesions which have failed to respond to aggressive medical treatment.
On examination under anaesthesia the ulcers were all less than 15 mm in diameter and less than 3 mm deep with clearcut edges and a well-defined base. They were all situated on the anal margin and were not confined to the midline (Figure 1 ). In two patients the ulcers were multiple. The ulcers were associated with an anal skin tag or tags in eight cases. Twelve patients underwent excision biopsy of the ulcer, one patient refused to undergo the operation.
Results
In all 13 cases medical treatment was unsuccessful in healing the ulcer and the symptoms were severe enough to warrant surgical intervention. The median duration of symptoms prior to surgical referral was 10 weeks (range 4-22 weeks). The median time to complete healing of the wound in 11 patients was 6 weeks (range 4-10 weeks). One patient died of Pneumocystis carinii pneumonia, 2 weeks postoperatively. One patient refused to undergo the operation. The median survival of these 12 patients was 11 months (range 1-36 months). No patient suffered a recurrence of ulceration after complete healing.
Histology of all excised ulcers showed acute on chronic inflammation. Features ofHSV infection were found in five cases and in one case, who had a previous history of CMV colitis, inclusions typical of cytomegalovirus infection were seen in the base of the ulcer. Anal intraepithelial neoplasia grade 3 was seen in non-ulcerated mucosa adjacent to an ulcer in one patient.
Discussion
We are describing a condition which affects homosexual men who have AIDS or are symptomatic of HIV infection and results in failure of anal ulceration to heal.
HSV and CMV are the two viruses which are most likely to cause anal ulceration in HIV-infected male homosexuals'", Although none of our patients had HSV detected in swabs taken at the time of operation we were able to demonstrate evidence of HSV infection on histological examination of the specimen in five cases. Three of the patients had a history of CMV ulceration of the rectum and one had CMV inclusions seen in association with the ulcer even though he had received a 14-day course of intravenous foscarnet preoperatively. Therefore, whilst we were unable to identify either one or both of these viruses in all cases, it is possible that they were responsible for causing the ulceration even though we were unable to achieve healing by medical treatment. However, it is also possible that these viruses which are present in a large proportion of HIV-infected homosexuals were not responsible and that the ulceration was caused by another organism or combination of organisms which were not identified and were resistant to the antimicrobials used.
The response to surgical excision of the ulcers was unexpected. The procedure, which was primarily carried out to allow histological examination of the ulcer, produces a larger mucosal defect than that initially present and was expected to heal poorly but achieved healing in all but one case. The complication rate in this study is much lower than has been reported from the USAll, however, it is similar to the results of surgery in other specialist centres in the UK which are also treating these patients 12 -14 . Until such time as the aetiology ofthe condition has been elucidated and specific therapy instituted we have drawn up management guidelines for the treatment of this condition in our unit. The patient should be fully investigated for the classical infections and swabs taken for herpes simplex virus, including those for culture of strains of HSV resistant to acyclovir-". Acyclovir, up to a dose of 4 g/day, should be given and if there is evidence of either acyclovirresistant strains of herpes simplex virus or active cytomegalovirus infection then foscamet or ganciclovir should be given by intravenous infusion. Finally patients who have persistent ulceration, despite these medical treatments, should undergo surgical excision and histological examination of the ulcer.
